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Introduction
"In typical interviews the 'voice of medicine' comes to control and dominate the discourse. Patients' efforts to tell their stories and to provide a sense of their lived experience (the 'voice of the lifeworld') are disrupted by physicians who ignore what they are saying and transform all content into the terms and the logic of the biomedical framework." 1 During a consultation the most vital and often the most difficult task is for the GP to determine the real content ofthe patient's visit-the biological as well as the psychological and social content. The cognitive aspects of the medical problem are most readily obtained, since this is what physicians have been traditionally trained to collect and what patients expect to divulge. The psychological and social meaning leading to the patient's visit frequently remains obscure. Since there is significant psychosocial content in approximately 50% of primary care visits, physicians will often obtain an incomplete history if they do not ask about these issues-a fact that becomes blatantly clear when (with a hand already on the door handle) the patient says "Actually I came to ... ".2,3 Furthermore, it has been shown that when patients are unable to express all their major concerns, they are less likely to follow the physician's prescribed treatment plan and they are less satisfied. 4 On the other hand, the GP has a limited amount of time to elicit all the appropriate information and must ask certain questions about the biological aspects of the illness in order to carry out her professional responsibilities.
McWhinney delivered some persuasive evidence that talks in the consultation room should be patientcentred. 5 By acting in a patient-centred way, enabling the patient to express himself, the GP can make maximum use of patients')ability for problem formulation and solution.
In this paper, we describe a model that has been tested in a series of studies and courses and outlined in two instructional papers. 6 ,7 The model uses a chronological succession of strategies during the consultation that balances the voices of medicine and the lifeworld. In Table 1 we present the elements of this model,  showing where some of them have been drawn from   295 Family Practice-an international journal Pendleton et ai. 8 Neighbour 9 Lassen 10 (9 steps) (6 steps) (7 tasks) (5 Checkpoints) (6 Dimensions) previous studies. 8 -1o The mnemonic, P-R-A-C-T-I-C-A-L, will help the practitioner to remember its steps.
In overview, the GP takes the patient, step by step, through an exploratio~and clarification of his views of the illness, an expansion of the problem as the clinician conducts further examinations (e.g. a review of systems, the physical examination, laboratory tests), a negotiation about the final model of the illness that includes both diagnosis and management, a discussion of the treatment plan, and finally a moment of reflection to prepare for the next visit. In the process of carrying out these strategies, the GP focuses all of her energy and attention on the patient in front of her in order to build a trusting relationship and help him release the tensions caused by his anxieties ( It is important for the GP to remember that as a result ofthis 'head start', the patient already has his own ideas of what is wrong and may have many anxieties as he fantasizes about what is wrong. Therefore, the GP must prepare herself by suppressing the urge to ask questions and by adopting the attitude that she is ready to listen to the patient's story with a facilitating and and inquiring mind. The fact that this does not happen is well illustrated in Beckman and Frankel's classic study of primary care encounters in which few patients could complete their opening because they were interrupted, on average, 18 seconds after the beginning of the interview. 12 They also found that no completed opening statement took more than 150 seconds.
Relationship: let the patient talk
The GP initiates the consultation with a greeting, eye contact and perhaps a handshake or other appropriate way of touching. This initial contact builds the relationship by signalling interest and acceptance and gives 'permission' for the patient to bring forward whatever is on his mind. 13 The GP's first statement should be brief without extraneous comments: 'Good morning' /'Hello' /'Hi'; 'What brought you here today?' 'Tell me'. The GP then keeps quiet and gives the 'floor' to the patient. This first exchange is crucial in establishing at the beginning of the encounter that the GP truly wants the patient to take the lead in telling his own story. If the GP says anything, it should be to confirm that she is listening.
Most GPs, when they first practice this step, are afraid that they will open Pandora's box and unleash a torrent of complaints that will consume the entire appointment. In fact, patients rarely take more than 2 minutes to complete their list of concerns. If the GP interrupts the patient in the beginning, the patient may be inclined to forget some of the reasons for coming, get the impression that 'doc knows best', understand that the GP is setting the pace, assume the GP will take charge of the remaining process, think the GP is busy today or feel that whatever he relates is just too petty. In the situation where the patient wanders off into details that seem irrelevant to the main concerns, the physician can always bring him back to the main story by saying' 'now you have said ... can we come back to ... ?" and gently lead the patient back to the narrative. 15 The GP should also check if the patient has other, perhaps more important, questions today. If patients offer more complaints than the physician can reasonably manage in one visit, the GP can negotiate with the patient about which complaints are most troublesome to the patient and most worrisome 297 to the physician and which other problems can be postponed to a next visit.
Anxieties: what does the patient want?
The title for this step is meant to cover a broad range of feelings that patients experience in the course of their illnesses-guilt, shame, a sense of inferiority, impotence, etc. All of these are likely to prevent patients from openly stating, or even acknowledging, the emotional content of their illnesses. However, as every good clinician knows and numerous studies have pointed out, a large proportion of visits to primary care physicians is prompted by patient feelings and psychosocial concerns. 16 Even in the absence of these issues, patients' heads are filled with fantasies about what is causing their symptoms.
The GP can elucidate these feelings and psychosocial concerns by asking a series of key questions, adapted to situation and person. 17 ,18 (i) What caused you to come here today (and not yesterday)? (ii) What do you think is your problem? (iii) What do you think caused your problem? (iv) Are you worried about anything in particular? (v) What have you tried to do about the problem so far? (vi) What would you like me to do about your problem?
By asking such key questions, the GP is also inquiring into the patient's health beliefs, ego "I guess my stomach ache came from eating canned tuna last week-it was a bit stale ... " or "We've had a lot of strain at my job for the past month, due to taking stock, so that's why, I guess ... ". If the GP fails to take into account that the patient's health belief may differ from her own, there is a major risk that the patient will not take the offered advice or make use of a prescription. 19 Just by divulging the details of their concerns in an undisturbed narrative, patients will greatly reduce their anxieties. When combined with the doctor's meticulous clarification of their ideas and expectation, patients will feel that their concerns have been understood, i.e. that they have been able to speak in 'the voice of the lifeworld' and tell what their symptoms meant to them.
Common language: GP's summary
It is natural and professionally appropriate for the GP to formulate hypotheses about the patient's problems as she listens. Studies have shown that experts can manipulate more data in their short -term memory when they categorize the data ('chunk' in the jargon of psychologists studying this phenomenon). 20 For example, when the GP hears the patient talk about 'pain Family Practice-an international journal Interaction: negotiation on what to do in my chest', she will start to arrange the data in her head around the differential diagnosis of chest pain. However, no matter how compelling these differential diagnoses may seem to the physician, she must remember that they are foreign to the patient. Before contaminating the patient's model with her own ideas, the physician must be sure she has all the details necessary to understand the patient's model. It may also be important for the GP to 'read between the lines' and say what she thinks the patient wanted to express, including feelings the patient might have had. When patients know that the GP has heard both the expressed and unexpressed thoughts and feelings about their problems, they are likely to feel a profound sense of relief. "You had this heart attack last week, and the staff got so scared they called an ambulance, and you were rushed to the hospital and admitted for a few days. So today you came to see me to have your blood pressure checked. You also said that your wife got awfully scared. You know, lots of people getting an attack like that would be afraid they were about to die. Is that how you felt? And would you want to tell me about it?" By using this phrasing, especially the last sentence, the GP encourages the patient to share his feeling and demonstrates that she knows how to meta-communicate (i.e. communicate on communication). Meta-communicating helps to ensure that GP and patients are speaking the same language and can be used every time the GP gets the feeling of misunderstanding.
An encouraging remark included in the GP's summary will work as an 'ear opener' while criticism will work as an 'ear closer'.
Translating: from lifeworld to world of medicine Once the GP is reasonably certain that she understands the patient's model and has communicated this understanding to the patient, she can 'take the floor' and ask questions that will help her complete the history and develop a differential diagnosis. In addition, the physician will add details to her model by conducting the clinical examination. In this step, the GP is translating what she has found out from the patient into a model that also includes her medical perspective of the illness. This also includes practising biopsychosocial medicine. 21 In the next two steps, interaction and converting insight into action, the GP enters a negotiation process in order to reconcile the two models, those of the patient and of the GP, and develop a treatment plan. First, the GP has to communicate her own model in terms that the patient can understand. Then, through a series of questions and promptings, the physician must make sure that the differences are understood. If the problem is simple and the patient is familiar with the 'voice of medicine' , little time needs to be spent in reconciling the models. For example, if the patient happens to be well informed, he knows that the common cold is caused by a virus and cannot be treated with an antibiotic. Once both patient and physician have been reassured that there is no bacterial component to the illness, the patient can accept a conservative treatment plan (fluids, acetomenaphen, etc.). The GP can limit the interaction to a report that there is no evidence of the bacterial infection and a question about the patient's understanding of what causes most colds. If the physician does not check the patient's understanding, no harm is done since similar models are implicitly understood. However, in one elegant study of primary care interactions, 85 % of the time the patient did not automatically accept the physician's model.2 2 Despite the patients' efforts to ask questions, express doubts, or offer their own explanations, physicians ignored or actively suppressed the patients' attempts to question the physicians' models. Thus, in the very instances where dialogue needed to take place in order to determine differences between the patients' models and the physicians', such a dialogue did not occur.
To avoid this unfortunate situation, the GP can ask the patient to give his opinion about the model the physician has just presented or, perhaps more subtly, by asking: "So, what are you going to tell your husband/wife about what happened here today?" One of the authors has found in a study of his own consultations that patient and physician models differ according to different frames of reference which are shown in Table 2 . 23 The frames of reference-superstition, biomedicine, environment, psychosocial-include the commonly held beliefs about illness and can be described by a causal sphere (pre-scientific or scientific), different explanations fonhe illnesses, different forms of treatment, and different roles for the patient to play. Each frame of reference is associated with a specific idiom or characteristic style of interaction. For example, in the psychosocial frame of reference, the symptoms convey emotions, often unrecognized by the patient. Once the physician recognizes this, her job is to help the patient discuss the emotions. If both patient and physician agree on a biomedicine frame of reference, e.g. a streptococcal throat infection, it is usually a simple matter for both to agree that a penicillin prescription is required. However, when there is a lack of agreement on the frame of reference, then there is a need for patient and physician to negotiate. For example, if the patient believes he has a gastritis, but the physician thinks that the stomach pains are purely psychosocial in origin, the physician will have to negotiate an agreement about which frame of reference is to be used since the expected treatments and patient roles are very different. It is important to recall that "negotiation is a two-way communication aimed to attain agreement with a counterpart, with whom one has both shared and conflicting interests" .24Consequently, when solving a health problem, an approach using more than one frame of reference may often prove rewarding, e.g. antacid medication combined with conversation therapy.
The actual process of negotiating which frame of reference will be chosen is beyond the scope of this paper. However, the following key points need to be made. As illustrated in Table 2 , the patient's role is often the key sticking point. If the illness can be viewed entirely in the biomedicine frame of reference, the patient's role is almost entirely a passive one. All he has to do is swallow a pill, undergo surgery, or allow some other form of intervention. If the frame of reference is a psychosocial one, the patient must take an active role and do almost all the work himself. The physician may instill insight and offer support, but then the patient must carry out the actual work of convincing himself that the problem is not due to a biological process in the flesh and undertake steps to lessen the psychosocial distress that is causing the symptom.
There is seldom total agreement about which frame of reference to choose. Most of the time, negotiation can be continued at future visits without jeopardizing the patient's health. To jump too quickly to an agreement when there are serious doubts on one side or the other would hurt the relationship. For example, if the physician gave in too quickly to the patient's view that he had gastritis, referred for endoscopy, and found no evidence of gastritis, the physician would feel badly for allowing an expensive and potentially dangerous procedure to be undertaken, and the patient would feel lack of trust in the physician's medical judgement.
Sometimes the physician will need to over-rule the patient if there are compelling medical reasons for acting quickly on the basis of the physician's frame of reference, e.g. the decision to operate and remove a ruptured appendix or ectopic pregnancy. At other times, the physician can leave the choice to the patient even though she might disagree. For example, if the patient believes that he has a bacterial bronchitis and will not feel he has been appropriately treated unless he gets an antibiotic, it may be worth writing the prescription in order to preserve the relationship.
Converting insight into action: from consultation to everyday life When given the opportunity to respond to the plan that has been agreed upon, patients tend to be overly optimistic and positive. However, the GP should function as the devil's advocate and, together with the patient, should examine what could impede the positive plans from coming true: perhaps the patient cannot afford to buy the medicine at this time of the month, perhaps the wife/husband will never agree to a change of diet, or perhaps he does not like the idea of going to the swimming baths.
On the other hand, the physician might discover factors in the patient's life that could promote the treatment plan, e.g. salutogenetic aspects. 25 In either case, it is important for the physician to help the patient to develop a realistic treatment plan that is not doomed to failure because the patient is overly ambitious or insufficiently motivated. Agreement check: safety netting As the visit comes to an end, the physician can help to build the relationship and enhance compliance by checking again to see that there is agreement on the diagnosis and treatment and that the patient remembers the most important information. Several studies have clearly demonstrated that the patient's chances of following the prescribed plan are much higher if there is agreement on what the problem is and how it should be managed. 26 . 27 It has also been shown that patients promptly forget much of what they have learned.IO·28.29 They forget not only the plan, but also the diagnosis and prognosis. The more information given and the more complicated the plan, the more is forgotten. To avoid embarrassing the patient, the physician can say something like, "I know that we have already gone over this, but it would help me to be sure that you have learned everything you need to know if you tell me again what we think the diagnosis is, how serious it is, and how we plan to treat it. " Once the physician is satisfied that the patient can recall the essential points, she should make sure that there is agreement on making another appointment. The date of such a check-up visit should be negotiated with the patient.
By following these simple steps to check agreement, the physician is signalling caring, interest, and support for the patient. These messages give the patient a sense of security and make it easier for him to come back. By sharing responsibilitY, the physician is building trust and a sense of autonomy in the patient. This contributes to compliance with the medical regimen and raises the patient's awareness on the advice. It also make it easier for patients to return to see their physicians. Physicians who do not develop this sense of trust and autonomy in their patients are much more likely to lose their patients than those that do, a fact that will be of considerable importance to managers of health care organizations. 30 This process of checking agreement with the patient also serves as a safety net for the physician. Both patients and physicians can detect mistakes as they review the plan (how often have patients reminded physicians that they are allergic to a particular medicine?) The physician would be wise to also ask herself a few 'what if?' questions: 9 what do I expect will happen?; have I taken into account the possible ways in which the problem could turn out differently?; how will I know that I was mistaken?; and then: what will I do? As the final part of this safety check, the physician may instruct the patient on what to do if the plan does not work out as expected; for example, call back if the penicillin does not take effect within 24 hours.
Family Practice-an international journal thing?" and ask the patient a similar question. However, the most important process for the physician in this step is to ask herself some questions: how am I feeling right now?; is there anything I need?; am I ready for my next patient?
Thinking about these questions allow the physician to do some sound housekeeping with her own personal resources before seeing the next patient. 9 If something went wrong during the consultation, it is important to take time to quickly think through the problem and shake off the feelings of frustration, anger, or sadness so that they will not interfere with the next consultation and start a vicious circle that can last all day. Later, however, the physician should spend more time reflecting on the distressing encounters. This is an important topic that is receiving increasing attention. Michael Balint, author of the classic book dealing with this issue, The Doctor, his Patient and the Illness, started a process of gathering physicians into support groups where they could share their experiences of doctoring with each other under the guidance of a skilled group leader. 31This is still the most practical and effective way of dealing with the issue. 32 Since the introduction of small video-recorders, group supervision has become more common as supervision tool. However, it is still an underutilized process. As physicians grow more skilled in medical interviewing and more perceptive in how their encounters with patients affect their behaviour, this housekeeping and reflection function will become more important.
Leave from consultation: time for reflection
It is time to say goodbye to our patient. The GP may ask herself one fmal time, "Did I remember every-
Conclusion
We have presented a chronological model for conducting the consultation that allows the GP to balance the patient's views of the illness ('voice of the lifeworld') with the physician's views ('voice of medicine'). By remembering the mnemonic, 'PRACTICAL', the physician can go step by step through the consultation with the patient in a way that will make the consultation a more productive and enjoyable process for both.
